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Abstract

BACKGROUND: Little is known about trends in implementing skills-based instruction in US 

schools, specifically for sexual and reproductive health (SRH). We examined state-level trends in 

the percentage of US secondary schools teaching SRH skills in a required course in grades 6 to 8 

and 9 to 12.

METHODS: Representative data from 35 states participating across 6 cycles of School Health 

Profiles (2008–2018) was analyzed. The prevalence of teaching four SRH skills was assessed 

through lead health education teacher self-administered questionnaires. Logistic regression models 

examined linear trends in the percentages of schools teaching SRH skills in grades 6 to 8 and 9 
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to 12. Trends were calculated for states with weighted data (response rates ≥70%) for at least 3 

cycles, including 2018.

RESULTS: During 2008 to 2018, the median percentage of schools addressing each SRH skill 

ranged from 63.5% to 69.7% (grades 6–8) and 88.2% to 92.0% (grades 9–12). Linear decreases 

in SRH skills instruction were more common for grades 6 to 8 than grades 9 to 12; linear 

increases were comparable for both groups. Most states demonstrated no change in the percentage 

of schools teaching SRH skills in grades 6 to 8 and 9 to 12.

CONCLUSIONS: Limited changes and decreases in SRH skills instruction in US secondary 

schools suggest efforts to strengthen SRH education are needed.

Keywords

sexual health education; health education; skills-based instruction; HIV/STIs; pregnancy 
prevention; adolescents

Serving over 50 million students in the nation’s public education system,1 schools are key 

partners in laying a foundation for health and wellbeing during childhood, adolescence, and 

into adulthood. Specifically, school health programs can help youth acquire and develop the 

knowledge and skills necessary to practice, adopt, and maintain protective health behaviors, 

and are shown to have a positive effect on academic performance as well.2–5 Evidence 

specific to school-based sexual health education also indicates positive effects on both 

health and educational outcomes for youth during key developmental stages and transitions. 

Researchers have linked school-based sexual and reproductive health (SRH) education, 

including STI/HIV and pregnancy prevention programs, with multiple youth behavioral 

outcomes including a delay in first sexual intercourse, reduced number of sexual partners, 

decreased frequency of unprotected sex, and increased condom or contraceptive use, in 

addition to improved academics.2,3,5–15 As adolescence coincides with increased exploratory 

health behaviors,16–22 such findings reinforce opportunities for school-based intervention to 

moderate sexual health risks by strengthening protective knowledge and skills and reduce 

inequities that emerge during this formative period.21,22

To increase the likelihood of such protective outcomes, schools can strengthen SRH 

education through an emphasis on skill development. In contrast to didactic, content-

focused instruction, a skills-based approach to health education uses participatory teaching 

methods to facilitate understanding, practice, and mastery of health skills in the context 
of functional health information; that is, information directly relevant to students as they 

navigate life experiences and contexts that influence health.23–25 Participatory teaching 

methods are essential in a skills-based approach, where instructional time is dedicated 

to practicing, assessing, and reflecting on skills to facilitate student health-promoting 

behavior change.23–25 Serving as a guide, the National Health Education Standards (NHES) 

describe seven skills (accessing information, products, and services; analyzing influences; 

interpersonal communication; decision making; goal-setting; practicing behaviors to 

enhance health and avoid risk; and health advocacy for self and others) and outline 

recommendations for establishing health-promoting behaviors from pre-Kindergarten 

through grade 12.26 Integrating health-promoting skills into didactic instruction has been 
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shown to reduce a number of adolescent risk behaviors such as sexual activity and substance 

use, but there are few examples of skills-based programs that integrate functional health 

information to complement skills development.27–29 As such, increased promotion and 

use of skills-based instruction in health and SRH education has been called for in recent 

years.30–32

Although the benefits of SRH—including skills-related content and practice—are 

well-supported by leading health and education organizations (eg, the World Health 

Organization, the Society of Health and Physical Educators, the Society for Public Health 

Education),27,28,30–32 implementation of sexual health education varies widely among US 

secondary schools.33–37 Variation at state, district, and school levels is often informed 

by localized sociopolitical factors, with implications for SRH programming across grade 

levels.35,36 In recent years, Federal funding streams have shifted away from abstinence-only 

education toward an emphasis on knowledge and skills needed to prevent HIV/STI and 

unintended pregnancy, but the majority of states still fail to implement recommended SRH 

standards.36–38 While the influence of state- and district-level laws, policies, and course 

requirements on implementation is understood,33–39 little is known about the extent to which 

schools incorporate skills-based instruction into existing policies and practices that directly 

influence the health content and skills delivered through required courses (ie, courses with 

any classroom instruction on health topics, including instruction that occurs outside of health 

education courses, that students must receive for graduation or promotion).40 This study 

assessed the percentage of US secondary schools, by state, teaching four SRH-related skills 

during 2008 to 2018 to calculate trends in the provision of such education in grades 6 to 8 

and 9 to 12, referred to in this paper as middle school and high school levels, respectively.

METHODS

Instrumentation

We used data from 6 cycles (2008–2018) of School Health Profiles (hereafter called 

Profiles), a national surveillance system operated by the Centers for Disease Control and 

Prevention (CDC). Profiles have assessed school health policies and practices in US states, 

school districts, and territories biennially since 1996. In each jurisdiction, CDC funds health 

or education agencies to conduct the surveys by using standardized questionnaires, sampling 

methods, data collection procedures, and data analyses.33

Procedure

Profiles use a repeated cross-sectional design, and each cycle’s sample is independent 

of previous samples. Most jurisdictions draw samples of schools from sampling frames 

that include all secondary public schools; however, some conduct a census by inviting all 

secondary schools in the jurisdiction to participate. Although Profiles collects data from 

representative samples of schools in states, large urban school districts, and territories, 

this analysis is limited to state data. Data for each state is representative of secondary 

schools that enroll students in any of grades 6 to 12. Each state administers surveys using 

paper-and-pencil scannable booklets or web-based questionnaires. These questionnaires are 

completed by principals and lead health education teachers (eg, school personnel designated 
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as most knowledgeable about health education). In states conducting paper-and-pencil 

surveys, two self-administered questionnaires (principal and teacher) are mailed to each 

sampled school. In states conducting web-based surveys, a unique survey link is e-mailed 

directly to respondents. Participation is both confidential and voluntary. This study includes 

data from the teacher survey only.

Measures

Profiles collects data regarding SRH skills taught within a required course in US secondary 

schools, with skills assessed separately for students in grades 6 to 8 and 9 to 12. This 

study examines whether the following four SRH skills were taught in a required course, 

each measured by using dichotomous yes/no response options: (1) how to access valid 

and reliable health information, products, and services related to HIV/STIs and pregnancy 

(accessing information); (2) the influences of family, peers, media, technology, and other 

factors on sexual risk behaviors (influencing factors); (3) interpersonal communication and 

negotiation skills related to eliminating or reducing risk for HIV/STDs, and pregnancy 

(interpersonal communication); and (4) goal-setting and decision-making skills related to 

eliminating and reducing risk for HIV/STDs, and pregnancy (goal-setting and decision-

making). Although the NHES include 7 health-promoting skills, only these four SRH skills 

are captured in the Profiles questionnaire. The NHES also list “goal-setting” and “decision-

making” as two separate skills yet these are represented as one item in Profiles. The majority 

of these items have been assessed for grades 6 to 8 and 9 to 12 since 2008. However, 

the question regarding influences of family, peers, media, technology, and other factors on 

sexual risk behaviors was not included on the questionnaire until 2014.

Data Analysis

Following standard practice for Profiles,33 data from participating states with response 

rates of ≥70% for each survey year were weighted to be representative of that state. 

For states that utilized sampling, data were weighted to account for likelihood of school 

selection and nonresponse. For states that used a census, results were weighted to account 

for nonresponse. States needed ≥3 years of weighted data to be included in the analysis 

so that linear trends could be calculated through unadjusted logistic regression modeling. 

Furthermore, states must have obtained weighted data in 2018 to be included in the analysis. 

Analysis included a total of 35 states; sample sizes and response rates varied across states 

and years. For example, in 2018, the sample size ranged from 72 to 581 and response 

rates ranged from 70% to 86% for the lead health education teacher questionnaire. For 

any particular question, a state may have had data for all years back to when the question 

was first asked, or they may have had fewer years of data in various patterns. However, 

throughout this manuscript, we will refer to trends for the longest time span, 2008 to 2018. 

The median percentage of schools across states that taught each SRH skill to students was 

calculated for each cycle. Models were run separately for each SRH skill to examine linear 

trends in the percentage of secondary schools that taught the skill in grades 6 to 8 and 

grades 9 to 12. SRH skills taught in a required course served as the dependent variable, and 

a linear time component was the independent variable. Trends were considered statistically 

significant if the P-value for β was <.05.
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RESULTS

Table 1 presents overall medians and ranges for the percentage of secondary schools across 

states that taught SRH skills in a required course in grades 6 to 8 and grades 9 to 12 for each 

year. In grades 6 to 8, for each year beginning in 2008, the skill taught in the lowest median 

percentage of schools was how to access valid and reliable health information, products, 

and services related to HIV/STI and pregnancy. The skill taught in the highest median 

percentage of schools varied considerably by year, shared across the other three SRH skills. 

For grades 9 to 12, the SRH skill taught in the lowest median percentage of schools each 

year was goal-setting and decision-making to eliminate or reduce HIV/STIs and pregnancy 

risk. As with grades 6 to 8, the skill taught in the highest median percentage of schools for 

grades 9 to 12 varied by year.

A summary of the linear time effects in the percentage of schools that taught each SRH skill 

in a required course for grades 6 to 8 and 9 to 12 is presented in Table 2. Overall, more 

states experienced statistically significant decreases than significant increases in teaching 

SRH skills in grades 6 to 8; however, more than 65% of states showed no linear change. 

For grades 9 to 12, more states showed significant decreases in teaching SRH skills than 

increases, but like middle school level trends, most states (more than 75%) showed no linear 

change.

Between 2008 and 2018, more states showed decreases in SRH skills-based instruction 

at the middle school level than at the high school level. Decreases were most common 

for goal-setting and decision-making skills as well as interpersonal communication and 

negotiation skills, with 28.5% of states showing a decrease in instruction for these two skills 

in grades 6 to 8. Moreover, a quarter (25.7%) of states had a decrease in instruction on how 

to access valid and reliable HIV/STI and pregnancy information, products, and services, and 

22.9% reported a significant decrease in teaching the influences of family, peers, media, 

technology, and other factors on sexual risk behaviors. Only 5.7% to 8.6% of states reported 

increases in any of the four SRH skills taught in a required course for grades 6 to 8.

States reported fewer decreases in SRH skills instruction at the high school level (8.6%

−14.3%). Instruction on goal-setting and decision-making showed the greatest decrease 

(14.3%) between 2008 and 2018, comparable to trends reported for grades 6 to 8. Slightly 

fewer states (11.4%) had decreases in instruction related to accessing valid and reliable 

health information and factors that influence sexual risk behaviors; only 8.6% of states 

reported decreases in interpersonal communication and negotiation skills taught in grades 

9 to 12. In contrast to grades 6 to 8, where fewer states had increases (5.7%−8.6%) than 

decreases (22.9%−28.5%) in SRH skills taught, the percentage of states with increases 

(5.7%−8.6%) and decreases (8.6%−14.3%) in skills taught in grades 9 to 12 were more 

similar.

State-by-state comparisons in overall decreases and increases in teaching each of the four 

SRH skills in a required course are presented in Table 3. Increases and decreases did not 

occur consistently across states or grade levels; however, a few states saw decreases in the 

same skills taught for both middle and high school levels. For example, Hawaii showed a 
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significant decrease in instruction on accessing information, interpersonal communication, 

and goal-setting and decision-making for both 6 to 8 and 9 to 12 grade groups. Similarly, 

North Dakota saw a significant decrease in accessing information, influencing factors, and 

interpersonal communication skills taught at both middle and high school levels. Of the 

seven states that saw any skill decrease for both middle and high school levels (AK, DE, 

HI, KY, MT, ND, VT), 85.7% saw a decrease in at least two of the same skills and 57.1% 

saw a decrease in all of the same skills. Massachusetts reported the only increase in teaching 

the same SRH skill—influencing factors—for both middle and high school. Only one state, 

Alabama, showed decreases in teaching all four SRH skills, and this was only for grades 6to 

8. Similarly, only Maryland experienced increases for all four SRH skills taught, and this 

was also for grades 6 to 8. Tables showing the percentage of schools in each state that taught 

the sexual health and reproductive health topics by grade and year, and the resulting trends, 

are available in Appendix S1.

DISCUSSION

We examined state-level trends in teaching SRH skills in a required course in US secondary 

schools from 2008 to 2018. Most states showed no linear change in skills taught over time. 

Among those that did, we observed more decreases than increases in teaching the four SRH 

skills of interest. Decreases in SRH skills taught were more common for grades 6 to 8 

than for grades 9 to 12; however, both grade spans experienced similar trends of limited 

increases in SRH skills taught. Median percentages of schools teaching each SRH skill in a 

required course were higher for grades 9 to 12 than for grades 6 to 8. These findings add 

state-level context to recent work from Lindberg and Kantor,35,36 who note a significant 

decrease in student-reported receipt of essential SRH topics over time, although not SRH 

skills, specifically. Their research also observes that adolescent receipt of SRH topics is less 

likely to occur in middle school than in high school. For many students, however, formal 

instruction on key topics is not received until after the first sex has already occurred.36 

Given the majority of SRH education takes place at the high school level,40 it may not 

be unexpected to see a divestment in skills-based instruction in grades 6 to 8, particularly 

in response to reports of changing curriculum requirements and time allotted for health 

education among younger students.26,40,41 However, this reduces opportunities for younger 

adolescents to practice and adopt key SRH skills that may prevent or reduce risk behaviors 

before first sex.16,35,36

Approximately a quarter of states saw linear decreases in middle school level instruction for 

three of the four SRH skills examined: accessing information, interpersonal communication 

and negotiation, and goal-setting and decision-making. For the fourth skill, influencing 

factors, fewer states showed decreases. This skill also had the largest percentage of states 

with linear increases for grades 6 to 8 and the highest median percentage in 2018, suggesting 

that it may be prioritized over others during SRH education. For younger adolescents, the 

connection between peer, parental, media, and other influences with the initiation of a range 

of health risk behaviors is well established,42–47 and may provide context for these findings. 

Although the relationship between social influences and health behavior continues into older 

adolescence, we did not observe sustained increase in understanding influencing factors 

or other SRH skills taught at the high school level. As adolescents experience increased 
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risk-taking and independence from middle school into high school,16 the importance of 

maintaining high percentages of or increasing SRH skill instruction in high school is critical 

for helping adolescents practice and maintain health-promoting behaviors as they transition 

into young adulthood.

Existing research on effective health education curricula highlights not only the importance 

of age- and developmental-appropriateness, but also a logical progression of content 

and skills as students advance from pre-Kindergarten through grade 12 (ie, scope and 

sequence).23 The NHES recommend that students in grades 3 to 12 receive a minimum of 

80 hours of health education instruction per academic year.26 Policy that dedicates more 

time to elementary and middle school health education, and specifically SRH content and 

skills, could bolster student skill mastery before the onset of sexual risk behaviors in later 

adolescence.48,49 In complement, health curriculum requirements and robust preparation 

of teachers—particularly for those who teach health content outside of traditional health 

education classrooms—can further strengthen implementation of skills-based instruction to 

promote student health and wellbeing once supportive policies are in place.48–50 However, a 

majority of states continue to favor abstinence education over other SRH content and skills, 

with implications for curricular and instructional priorities at district and school levels.37

For schools experiencing constraints on health education instructional time and resources, 

cross-curricular integration can help strengthen the scope and sequence of SRH skill 

instruction across grades 6 to 8 and 9 to 12.23,26 In this approach, a progression identifies 

opportunities to introduce and apply health-promoting skills, broadly, in other disciplines 

(eg, English literacy, science) to help support student skill mastery at the middle school 

level. Once students transition into high school health education courses, they would then 

have an existing foundation on which to further learn, practice, and apply health-promoting 

skills in a variety of settings.48 The ability to learn and practice skills in grades 6 to 8 

and then reinforce them at the high school level not only facilitates adherence to a logical 

progression of content and skills required for effective health education; it aligns with what 

we know about effective skills-based instruction.24,25,30

Findings from this study suggest that implementation of skills-based SRH education in 

secondary schools has stalled. Despite increased calls from the field for skills-based 

instruction in health education in alignment with the existing NHES,24,25,31 the majority 

of states had no change, and several had decreases in the percentage of schools teaching 

SRH skills in a required course between 2008 and 2018. Over one-third of states have no 

requirements regarding SRH skills, and among those that do have requirements, they do not 

encompass the full set of NHES skills. This landscape sets the tone for implementation at 

district and school levels, where adequate time is necessary for students to learn, practice, 

and apply health-promoting skills in the classroom and beyond. Moreover, state-level trends 

suggest that SRH skills could be sequenced more appropriately to better align skills and 

concepts learned in grades 6 to 8 with those learned in grades 9 to 12. Integrating health 

education skill development for SRH and other topics (eg, mental and emotional health) into 

other academic subject areas could support skills-based instruction in the absence of a health 

education course or limited instructional time and resources. However, further research is 
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needed to determine which health education skills are best aligned with non-health topics 

(eg, accessing information and science, influencing factors and social studies).

Findings also highlight additional opportunities for future research. First, measuring and 

understanding the relationship between knowledge acquisition and skill development and 

health outcomes is crucial. We have yet to identify whether certain health-promoting skills 

(eg, interpersonal communication) are more strongly associated with improved sexual health 

outcomes than others (eg, goal-setting). Establishing such relationships could support the 

prioritization of skills-based health education, improve scope and sequence and curriculum 

development or selection, as well as influence state and local requirements regarding SRH 

content provided in schools. Moreover, studies to investigate the instructional time required 

for students to learn, practice, and apply health-promoting skills in a required course 

are scant.22 Additional evidence that connects dosage of instruction with not only health-

promoting skill performance and behavior outcomes, but also with broader outcomes such 

as academic performance and social-emotional learning competencies (eg, self-awareness, 

self-respect) will further support the implementation and prioritization of health education.

A systematic assessment of empirically supported health curricula to determine how 

skills are introduced, reinforced, and measured is an additional area for future research 

and one that is overdue. This will require the use of evidence-informed tools such 

as CDC’s Health Education Curriculum Analysis Tool (HECAT)51 or ETR’s Tool to 

Assess the Characteristics of Effective Sex and STD/HIV Education Programs (TAC)52 

to identify characteristics for analyzing skill-based health education curricula and their 

associations with health behaviors. Such research would advance our understanding 

of how skill transferability happens between health topic areas (eg, students apply 

communication skills developed in violence prevention to support a mental and emotional 

health-promoting behavior). Related is a need to further assess health education teachers’ 

comfort and skill in delivering instruction on SRH skills, as well as the connection 

between professional development, teacher instructional competencies, and student health 

and academic outcomes.

Limitations

This study is not without limitations. Profiles data represent public secondary schools from 

states included in the analysis (n = 35). Although every state included in this study had 

weighted data from 2018 and at least 2 other survey years during 2008 to 2016, not every 

state had data from every survey year. Some states have data spanning the entire study 

period, while others may only include trends between 2012 and 2018, so the trend analysis is 

not entirely comparable. Furthermore, because of the large number of states and variables in 

this study, analyses were restricted to linear trends for simplicity. The inclusion of quadratic 

or higher-order trends may have revealed more complex patterns in teaching SRH skills by 

grade level over time, including patterns of overall increase, decrease, or leveling off.

Another limitation is that data are based on self-report by lead health education teachers 

at the secondary school level, and both over- and underreporting is possible. In addition, 

although Profiles data report SRH skills taught as reported by lead health education 

teachers, they do not assess the quality of such instruction. We cannot determine how 
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much instructional time was spent on each SRH skill, what participatory methods were 

used to engage students, or whether instruction was age- and developmentally appropriate 

or inclusive. Furthermore, the definition of “required course” used in this study also limits 

our understanding of the setting in which SRH skills were taught. A required course may be 

a health education class, but it could also be a science or physical education class. Because 

this study only captures four NHES skills, we are also unable to determine whether teachers 

focused on other health-promoting skills during a required course (eg, advocating for self 

and others or self-management of health behaviors).

Conclusions

Our findings improve understanding of state-level trends in the implementation of skill-

based instruction in sexual health education through required courses in US secondary 

schools. Because SRH skills can reduce risks and behaviors associated with HIV/STIs and 

unintended pregnancy among youth,2,3,7–15 the limited improvements in teaching key SRH 

skills observed between 2008 and 2018 suggest efforts to strengthen SRH education are 

needed. Moreover, the notable decreases in skills-based instruction at the middle school 

level are cause for concern. Future research that establishes and measures the relationship 

between skill development and health and academic outcomes may increase prioritization 

of skills-based SRH education in state and local policy. At the school level, increased 

understanding of what skills-based curricula and instruction look like, as well as barriers 

to implementation, can help guide future curriculum development and teacher training to 

ensure prevention education that equips youth with the information and skills to avoid or 

reduce HIV/STIs, and unintended pregnancy.

IMPLICATIONS FOR SCHOOL HEALTH

There are several implications for school health that should be considered in light of the 

findings of this study:

• Prioritize health education course requirements and offerings for pre-K-12 

students and ensure adequate instructional time—as outlined in the NHES—for 

health. This will facilitate the ability to effectively develop skills and provide 

multiple opportunities for skill practice and reinforcement related to SRH and 

other priority health topics.

• Integrate SRH content and skills, as well as other health-promoting skills, into 

curricula in both middle and high school health education courses. Develop a 

scope and sequence for SRH-related skills to be addressed in health education 

courses across grade levels and ensure scaffolding of curriculum materials to 

reinforce skill development, practice, and assessment. Self- and peer-assessment 

strategies that allow students to practice skill progressions in safe environments 

may help improve skill proficiency and track progress over time.

• If health education course or instructional time is limited, consider cross-

curricular connections for developing health skills. There are many opportunities 

within other school subjects for SRH skills to be delivered. For example, 

accessing valid and reliable information is a skill that could easily be addressed 
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in other academic areas, such as English/Language Arts, where core texts 

or reading materials could incorporate complex character relationships (eg, 

family, peer, or dating). Teachers may then prompt students to analyze how 

relationships can influence health behaviors and outcomes (eg, mental and 

emotional wellbeing).

These considerations may support US secondary schools and school districts in improving 

or maintaining trends in SRH skills instruction, further facilitating students’ understanding 

and application of SRH skills to reduce risks and behaviors associated with HIV/STIs and 

unintended pregnancy.

Human Subjects Approval Statement

As a surveillance system, School Health Profiles has been determined to be exempt from 

review by the Centers for Disease Control and Prevention institutional review board. 

However, some individual states and school districts have chosen to submit their Profiles 

surveys for review; approval has been granted in all of these cases.6

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

REFERENCES

1. National Center for Education Statistics Institute of Education Sciences. Fast Facts: Back to School 
Statistics. Washington, DC: U.S. Department of Education; 2016.

2. Rasberry CN, Tiu GF, Kann L, et al. Health-related behaviors and academic achievement among 
high school students—United States, 2015. MMWR Morb Mortal Wkly Rep. 2017;66:921–927. 
[PubMed: 28880853] 

3. Bradley BJ, Greene AC. Do health and education agencies in the United States share responsibility 
for academic achievement and health? A review of 25 years of evidence about the relationship 
of adolescents’ academic achievement and health behaviors. J Adolesc Health. 2013;52:523–532. 
[PubMed: 23535065] 

4. Kolbe LJ. School health as a strategy to improve both public health and education. Annu Rev Public 
Health. 2019;40:443–463. [PubMed: 30566386] 

5. Wilkins NJ, Rasberry C, Liddon N, et al. Addressing HIV/STD and pregnancy prevention through 
schools: an approach for strengthening education, health services, and school environments that 
promote adolescent sexual health and wellbeing. J Adolesc Health. 2022;70(4):540–549. [PubMed: 
35305791] 

6. Kann L, Brener N, McManus T, Wechsler H. HIV, other STD, and pregnancy prevention education 
in public secondary schoools −45 states. MMWR Morb Mortal Wkly Rep. 2012;61:222–228. 
[PubMed: 22475850] 

7. Kirby D Emerging answers: research findings on programs to reduce teen pregnancy. Am J Health 
Educ. 2001;32:348–355.

8. Kirby D The impact of abstinence and comprehensive sex and STD/HIV education programs on 
adolescent sexual behavior. Sex Res Social Policy. 2008;5:18.

9. Chin HB, Sipe TA, Elder R, et al. The effectiveness of group-based comprehensive risk-reduction 
and abstinence education interventions to prevent or reduce the risk of adolescent pregnancy, human 
immunodeficiency virus, and sexually transmitted infections: two systematic reviews for the guide 
to community preventive services. Am J Prev Med. 2012;42: 272–294. [PubMed: 22341164] 

Young et al. Page 10

J Sch Health. Author manuscript; available in PMC 2023 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



10. Coyle K, Kirby D, Marin B, Gomez C, Gregorich S. Draw the line/respect the line: a randomized 
trail of middle school intervention to reduce sexual risk behaviors. Am J Public Health. 
2004;94:843–851. [PubMed: 15117710] 

11. Mavedzenge SN, Luecke E, Ross DA. Effective approaches for programming to reduce adolescent 
vulnerability to HIV infection, HIV risk, and HIV-related morbidity and mortality: a systematic 
review of systematic reviews. J Acquir Immune Defic Syndr. 2014;66:S154–S169. [PubMed: 
24918591] 

12. Robin L, Dittus P, Whitaker D, et al. Behavioral interventions to reduce incidence of HIV, STD, 
and pregnancy among adolescents: a decade in review. J Adolesc Health. 2004;34:3–26. [PubMed: 
14706401] 

13. Lopez L, Bernhole A, Chen M, Tolley E. School-based interventions for improving contraceptive 
use in adolescents. Cochrane Database Syst Rev. 2016;6:1465–1858.

14. Greenberg M, Weissberg R, O’Brien M, et al. Enhancing school-based prevention and youth 
development through coordinated social, emotional, and academic learning. Am Psychol. 
2003;58:466. [PubMed: 12971193] 

15. Basch CE. Healthier students are better learners: a missing link in school reforms to close the 
achievement gap. J Sch Health. 2011;81:593–598. [PubMed: 21923870] 

16. Centers for Disease Control and Prevention. Youth Risk Behavior Survey Data Summary and 
Trends Report. Atlanta, GA: Centers for Disease Control and Prevention; 2020.

17. Office of National AIDS Policy. National HIV/AIDS Strategy for the United States: Updated to 
2020. Washington, DC: Office of National AIDS Policy; 2015.

18. Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance 2018. 
Atlanta, GA: Centers for Disease Control and Prevention; 2019.

19. Martin J, Hamilton B, Osterman M. Births in the United States, 2017. Atlanta, GA: Centers for 
Disease Control and Prevention; 2018:1–8.

20. Sedgh G, Finer LB, Bankole A, Eilers MA, Singh S. Adolescent pregnancy, birth, and abortion 
rates across countries: levels and recent trends. J Adolesc Health. 2015;56:223–230. [PubMed: 
25620306] 

21. Patton GC, Sawyer SM, Santelli JS, et al. Our future: a lancet commission on adolescent health and 
wellbeing. Lancet. 2016;387(10036):2423–2478. [PubMed: 27174304] 

22. Commission on Social Determinants of Health. Closing the Gap in a Generation: Health Equity 
through Action on the Social Determinants of Health. Geneva: World Health Organization; 2008.

23. Centers for Disease Control and Prevention. Characteristics of an Effective Health Education 
Curriculum. Atlanta, GA: Centers for Disease Control and Prevention; 2006.

24. Benes S, Alperin H. Health education in the 21st century: a skills-based approach. J Phys Educ 
Recreat Dance. 2019;90:28–37.

25. World Health Organization. Skills for Health. Geneva, Switzerland: World Health Organzation; 
2003.

26. Joint Committee on National Health Education Standards. National Health Education Standards. 
Atlanta, GA: American Cancer Society; 2007.

27. Gardner M, Steinberg D. Peer influence on risk taking, risk preference, and risky decision-making 
in adolescence and adulthood. Dev Psychol. 2005;41:625–635. [PubMed: 16060809] 

28. Layzer C, Rosapep L, Barr S. A peer education program: delivering highly reliable sexual health 
promotion messages in schools. J Adolesc Health. 2014;54:729–739.

29. Onrust SA, Otten R, Lammers J, Smit F. School-based programmes to reduce and prevent 
substance use in different age groups: what works for whom? Systematic review and meta-
regression analysis. Clin Psychol Rev. 2016;44:45–59. [PubMed: 26722708] 

30. Benes S, Alperin H. The Essentials of Teaching Health Education: Curriculum, Instruction, Ad 
Assessment. Champaign, IL: Human Kinetics; 2016.

31. Auld ME, Allen MP, Hampton C, et al. Health Literacy and Health Education in Schools: 
Collaboration for Action. Washington, DC: National Academy of Medicine; 2020.

32. Department of Health and Human Services. Increase the proportion of adolescents 
who get formal sex education before age 18 years. Healthy People 2030. Retrieved 

Young et al. Page 11

J Sch Health. Author manuscript; available in PMC 2023 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



from https://health.gov/healthypeople/objectives-and-data/browse-objectives/family-planning/
increase-proportion-adolescents-who-get-formal-sex-education-age-18-years-fp-08. Accessed 
November 11, 2021.

33. Centers for Disease Control and Prevention. School Health Profiles 2018: Characteristics of Health 
Programs among Secondary Schools. Atlanta: Centers for Disease Control and Prevention; 2019.

34. Hall KS, Sales JM, Komro KA, Santelli J. The state of sex education in the United States. J 
Adolesc Health. 2016;58:595. [PubMed: 27210007] 

35. Lindberg LD, Maddow-Zimet I, Boonstra H. Changes in adolescents’ receipt of sex education, 
2006–2013. J Adolesc Health. 2016;58:621–627. [PubMed: 27032487] 

36. Lindberg LD, Kantor LM. Adolescents’ receipt of sex education in a nationally representative 
sample, 2011–2019. J Adolesc Health. 2022;70(2):290–297. [PubMed: 34743916] 

37. Guttmacher Institute. Sex and HIV education. Retrieved from https://www.guttmacher.org/state-
policy/explore/sex-and-hiv-education#. Accessed November 11, 2021.

38. Future of Sex Education Initiative. National sexuality education standards: Core content and 
skills, K-12. SIECUS. Retrieved from http://www.futureofsexeducation.org/documents/josh-fose-
standards-web.pdf. Accessed November 11, 2021.

39. Centers for Disease Control and Prevention. 2017 State School-Based Health Education Law 
Summary Reports. Atlanta, GA: Centers for Disease Control and Prevention; 2017.

40. Centers for Disease Control and Prevention. Results from the School Health Policies and Practices 
Study 2016. Atlanta, GA: Centers for Disease Control and Prevention; 2016.

41. Kolbe LJ, Kann L, Brener ND. Overview of summary of findings: school health policies and 
programs study 2000. J Sch Health. 2001;71:253–259. [PubMed: 11586868] 

42. Simons-Morton B Social influences on adolescent substance use. Am J Health Behav. 
2007;31:672–684. [PubMed: 17691881] 

43. Villanti A, Boulay M, Juon H. Peer, parent and media influences on adolescent smoking by 
developmental stage. Addict Behav. 2011;36:133–136. [PubMed: 20855170] 

44. Espelage D, Bosworth K, Simon T. Examining the social context of bullying behaviors in early 
adolescence. J Couns Dev. 2000;78:326–333.

45. Guilamo-Ramos V, Bouris A, Lee J, et al. Paternal influences on adolescent sexual risk behaviors: 
a structured literature review. Pediatrics. 2012;130:e1313–e1325. [PubMed: 23071205] 

46. Ali MM, Dwyer DS. Estimating peer effects in sexual behavior among adolescents. J Adolesc. 
2011;34:183–190. [PubMed: 20045552] 

47. Luxton DD, June JD, Fairall JM. Social media and suicide: a public health perspective. Am J 
Public Health. 2012;102: S195–S200. [PubMed: 22401525] 

48. Coyle K, Anderson P, Laris B, Barrett M, Unti T, Baumler E. A group randomized trial evaluating 
high school FLASH, a comprehensive sexual health curriculum. J Adolesc Health. 2021;68:686–
695. [PubMed: 33583683] 

49. Shegog R, Baumler E, Addy R, et al. Sexual health education for behavior change: how much is 
enough? J Appl Res Intellect Disabil. 2017;8:5.

50. Clayton HB, Brener ND, Barrios LC, Jayne PE, Everett Jones S. Professional development on 
sexual health education is associated with coverage of sexual health topics. Pedegogy Health 
Promot. 2018;4(2):115–124.

51. Centers for Disease Control and Prevention. Health Education Curriculum Analysis Tool 
(HECAT). Atlanta, GA: Centers for Disease Control and Prevention; 2021.

52. Kirby D, Rolleri L, Wilson M. Tool to Assess the Characteristics of Effective Sex and STD/HIV 
Education Programs. Washington, DC: Healthy Teen Network; 2007.

Young et al. Page 12

J Sch Health. Author manuscript; available in PMC 2023 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://health.gov/healthypeople/objectives-and-data/browse-objectives/family-planning/increase-proportion-adolescents-who-get-formal-sex-education-age-18-years-fp-08
https://health.gov/healthypeople/objectives-and-data/browse-objectives/family-planning/increase-proportion-adolescents-who-get-formal-sex-education-age-18-years-fp-08
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education#
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education#
http://www.futureofsexeducation.org/documents/josh-fose-standards-web.pdf
http://www.futureofsexeducation.org/documents/josh-fose-standards-web.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Young et al. Page 13

Ta
b

le
 1

.

M
ed

ia
ns

 a
nd

 R
an

ge
s 

of
 P

er
ce

nt
ag

es
 o

f 
Se

co
nd

ar
y 

Sc
ho

ol
s 

th
at

 T
au

gh
t S

ex
ua

l a
nd

 R
ep

ro
du

ct
iv

e 
H

ea
lth

 S
ki

lls
 in

 a
 R

eq
ui

re
d 

C
ou

rs
e 

in
 a

ny
 o

f 
G

ra
de

s 
6,

 7
, 

or
 8

 o
r 

9,
 1

0,
 1

1,
 o

r 
12

 D
ur

in
g 

th
e 

Su
rv

ey
ed

 S
ch

oo
l Y

ea
r, 

35
 S

ta
te

s,
 S

ch
oo

l H
ea

lth
 P

ro
fi

le
s,

 2
00

8 
to

 2
01

8

Se
xu

al
 a

nd
 R

ep
ro

du
ct

iv
e 

H
ea

lt
h 

Sk
ill

s 
Ta

ug
ht

20
08

 M
ed

ia
n 

%
 

(R
an

ge
)

20
10

 M
ed

ia
n 

%
 

(R
an

ge
)

20
12

 M
ed

ia
n 

%
 

(R
an

ge
)

20
14

 M
ed

ia
n 

%
 

(R
an

ge
)

20
16

 M
ed

ia
n 

%
 

(R
an

ge
)

20
18

 M
ed

ia
n 

%
 

(R
an

ge
)

G
ra

de
s 

6,
 7

, o
r 

8

 
H

ow
 to

 a
cc

es
s 

va
lid

 a
nd

 r
el

ia
bl

e 
he

al
th

 in
fo

rm
at

io
n,

 p
ro

du
ct

s,
 a

nd
 

se
rv

ic
es

 r
el

at
ed

 to
 H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
71

.9
 (

53
.3

–8
2.

3)
65

.6
 (

41
.9

–8
1.

3)
65

.8
 (

34
.4

–8
1.

6)
65

.5
 (

32
.8

–8
5.

2)
62

.7
 (

30
.4

–8
6.

3)
63

.5
 (

28
.4

–9
0.

6)

 
T

he
 in

fl
ue

nc
es

 o
f 

fa
m

ily
, p

ee
rs

, m
ed

ia
, t

ec
hn

ol
og

y,
 a

nd
 o

th
er

 f
ac

to
rs

 
on

 s
ex

ua
l r

is
k 

be
ha

vi
or

s
—

—
—

73
.6

 (
36

.4
–9

0.
3)

71
.2

 (
38

.0
–8

1.
6)

69
.7

 (
42

.0
–8

2.
9)

 
In

te
rp

er
so

na
l c

om
m

un
ic

at
io

n 
an

d 
ne

go
tia

tio
n 

sk
ill

s 
re

la
te

d 
to

 
el

im
in

at
in

g 
or

 r
ed

uc
in

g 
ri

sk
 f

or
 H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
74

.4
 (

50
.9

–8
7.

8)
69

.7
 (

39
.3

–8
4.

7)
70

.0
 (

36
.5

–8
5.

3)
71

.4
 (

31
.8

–8
9.

6)
68

.0
 (

31
.5

–8
6.

7)
66

.8
 (

31
.8

–9
0.

7)

 
G

oa
l-

se
tti

ng
 a

nd
 d

ec
is

io
n-

m
ak

in
g 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 

re
du

ci
ng

 r
is

k 
fo

r 
H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
76

.4
 (

56
.7

–8
6.

9)
70

.8
 (

38
.9

–8
7.

4)
67

.7
 (

35
.1

–9
0.

7)
70

.6
 (

31
.8

–8
9.

7)
66

.3
 (

30
.7

–8
6.

5)
65

.4
 (

29
.3

–9
2.

8)

G
ra

de
s 

9,
 1

0,
 1

1,
 o

r 
12

 
H

ow
 to

 a
cc

es
s 

va
lid

 a
nd

 r
el

ia
bl

e 
he

al
th

 in
fo

rm
at

io
n,

 p
ro

du
ct

s,
 a

nd
 

se
rv

ic
es

 r
el

at
ed

 to
 H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
92

.2
 (

63
.9

–1
00

)
92

.5
 (

61
.7

–9
9.

0)
91

.4
 (

70
.9

–1
00

)
90

.3
 (

55
.9

–1
00

)
90

.8
 (

51
.2

–1
00

)
92

.0
 (

54
.9

–1
00

)

 
T

he
 in

fl
ue

nc
es

 o
f 

fa
m

ily
, p

ee
rs

, m
ed

ia
, t

ec
hn

ol
og

y 
an

d 
ot

he
r 

fa
ct

or
s 

on
 s

ex
ua

l r
is

k 
be

ha
vi

or
s

—
—

—
92

.1
 (

58
.4

–1
00

)
91

.2
 (

53
.2

–1
00

)
90

.8
 (

57
.8

–1
00

)

 
In

te
rp

er
so

na
l c

om
m

un
ic

at
io

n 
an

d 
ne

go
tia

tio
n 

sk
ill

s 
re

la
te

d 
to

 
el

im
in

at
in

g 
or

 r
ed

uc
in

g 
ri

sk
 f

or
 H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
91

.4
 (

63
.1

–1
00

)
90

.7
 (

58
.2

–1
00

)
91

.4
 (

75
.2

–9
8.

5)
91

.2
 (

52
.6

–1
00

)
90

.7
 (

54
.0

–1
00

)
90

.5
 (

53
.4

–1
00

)

 
G

oa
l-

se
tti

ng
 a

nd
 d

ec
is

io
n-

m
ak

in
g 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 

re
du

ci
ng

 r
is

k 
fo

r 
H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
92

.2
 (

64
.1

–1
00

)
89

.1
 (

56
.9

–9
8.

9)
89

.9
 (

73
.1

–1
00

)
89

.5
 (

50
.0

–1
00

)
88

.7
 (

52
.3

–9
7.

2)
88

.2
 (

50
.9

–1
00

)

J Sch Health. Author manuscript; available in PMC 2023 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Young et al. Page 14

Ta
b

le
 2

.

Su
m

m
ar

y 
of

 L
in

ea
r 

T
im

e 
E

ff
ec

ts
 in

 th
e 

Pe
rc

en
ta

ge
 o

f 
Se

co
nd

ar
y 

Sc
ho

ol
s 

T
ha

t T
au

gh
t S

ex
ua

l a
nd

 R
ep

ro
du

ct
iv

e 
H

ea
lth

 S
ki

lls
 in

 a
 R

eq
ui

re
d 

C
ou

rs
e 

in
 

G
ra

de
s 

6,
 7

, o
r 

8 
an

d 
9,

 1
0,

 1
1,

 o
r 

12
 D

ur
in

g 
th

e 
Su

rv
ey

ed
 S

ch
oo

l Y
ea

r, 
35

 S
ta

te
s,

 S
ch

oo
l H

ea
lth

 P
ro

fi
le

s,
 2

00
8 

to
 2

01
8

Se
xu

al
 a

nd
 R

ep
ro

du
ct

iv
e 

H
ea

lt
h 

Sk
ill

s 
Ta

ug
ht

St
at

es
 w

it
h 

St
at

is
ti

ca
lly

 
Si

gn
if

ic
an

t 
L

in
ea

r 
D

ec
re

as
es

, N
o.

 (
%

)

St
at

es
 w

it
h 

St
at

is
ti

ca
lly

 
Si

gn
if

ic
an

t 
L

in
ea

r 
In

cr
ea

se
s,

 N
o.

 (
%

)

St
at

es
 w

it
h 

N
o 

St
at

is
ti

ca
lly

 S
ig

ni
fi

ca
nt

 
L

in
ea

r 
C

ha
ng

e,
 N

o.
 (

%
)

G
ra

de
s 

6,
 7

, o
r 

8

 
H

ow
 to

 a
cc

es
s 

va
lid

 a
nd

 r
el

ia
bl

e 
he

al
th

 in
fo

rm
at

io
n,

 p
ro

du
ct

s,
 a

nd
 s

er
vi

ce
s 

re
la

te
d 

to
 H

IV
/S

T
Is

 a
nd

 
pr

eg
na

nc
y

9 
(2

5.
7)

2 
(5

.7
)

24
 (

68
.5

)

 
T

he
 in

fl
ue

nc
es

 o
f 

fa
m

ily
, p

ee
rs

, m
ed

ia
, t

ec
hn

ol
og

y,
 a

nd
 o

th
er

 f
ac

to
rs

 o
n 

se
xu

al
 r

is
k 

be
ha

vi
or

s
8 

(2
2.

9)
3 

(8
.6

)
24

 (
68

.5
)

 
In

te
rp

er
so

na
l c

om
m

un
ic

at
io

n 
an

d 
ne

go
tia

tio
n 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 r

ed
uc

in
g 

ri
sk

 f
or

 H
IV

/S
T

Is
 

an
d 

pr
eg

na
nc

y
10

 (
28

.5
)

2 
(5

.7
)

23
 (

65
.7

)

 
G

oa
l-

se
tti

ng
 a

nd
 d

ec
is

io
n-

m
ak

in
g 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 r

ed
uc

in
g 

ri
sk

 f
or

 H
IV

/S
T

Is
 a

nd
 p

re
gn

an
cy

10
 (

28
.5

)
2 

(5
.7

)
23

 (
65

.7
)

G
ra

de
s 

9,
 1

0,
 1

1,
 o

r 
12

 
H

ow
 to

 a
cc

es
s 

va
lid

 a
nd

 r
el

ia
bl

e 
he

al
th

 in
fo

rm
at

io
n,

 p
ro

du
ct

s,
 a

nd
 s

er
vi

ce
s 

re
la

te
d 

to
 H

IV
/S

T
Is

 a
nd

 
pr

eg
na

nc
y

4 
(1

1.
4)

2 
(5

.7
)

29
 (

82
.8

)

 
T

he
 in

fl
ue

nc
es

 o
f 

fa
m

ily
, p

ee
rs

, m
ed

ia
, t

ec
hn

ol
og

y,
 a

nd
 o

th
er

 f
ac

to
rs

 o
n 

se
xu

al
 r

is
k 

be
ha

vi
or

s
4 

(1
1.

4)
2 

(5
.7

)
29

 (
82

.8
)

 
In

te
rp

er
so

na
l c

om
m

un
ic

at
io

n 
an

d 
ne

go
tia

tio
n 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 r

ed
uc

in
g 

ri
sk

 f
or

 H
IV

/S
T

Is
 

an
d 

pr
eg

na
nc

y
3 

(8
.6

)
2 

(5
.7

)
30

 (
85

.7
)

 
G

oa
l-

se
tti

ng
 a

nd
 d

ec
is

io
n-

m
ak

in
g 

sk
ill

s 
re

la
te

d 
to

 e
lim

in
at

in
g 

or
 r

ed
uc

in
g 

ri
sk

 f
or

 H
IV

/S
T

Is
 a

nd
 p

re
gn

an
cy

5 
(1

4.
3)

3 
(8

.6
)

27
 (

77
.1

)

J Sch Health. Author manuscript; available in PMC 2023 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Young et al. Page 15

Ta
b

le
 3

.

St
at

e-
by

-S
ta

te
 O

bs
er

ve
d 

In
cr

ea
se

s 
an

d 
D

ec
re

as
es

 in
 T

ea
ch

in
g 

Se
xu

al
 a

nd
 R

ep
ro

du
ct

iv
e 

H
ea

lth
 S

ki
lls

 in
 a

 R
eq

ui
re

d 
C

ou
rs

e 
in

 G
ra

de
s 

6,
 7

, o
r 

8 
or

 9
, 1

0,
 

11
, o

r 
12

 b
y 

St
at

e,
 3

5 
St

at
es

, 2
00

8 
to

 2
01

8

St
at

e

G
ra

de
s 

6–
8

G
ra

de
s 

9–
12

A
I

IN
F

IC
G

S
A

I
IN

F
IC

G
S

A
la

ba
m

a
↓

↓
↓

↓
—

—
—

—

A
la

sk
a

↓
—

↓
↓

↓
—

—
↓

C
al

if
or

ni
a

—
↑

—
—

—
—

—
—

D
el

aw
ar

e
—

↓
—

—
—

↓
—

—

Fl
or

id
a

—
—

—
—

—
—

—
—

G
eo

rg
ia

↓
—

↓
↓

—
—

—
—

H
aw

ai
i

↓
—

↓
↓

↓
—

↓
↓

Id
ah

o
—

—
—

—
—

—
—

—

Il
lin

oi
s

—
—

—
—

—
—

—
—

K
an

sa
s

—
—

—
—

↓
—

—
—

K
en

tu
ck

y
↓

—
↓

↓
—

—
↓

—

M
ai

ne
—

↓
↓

↓
—

↑
↑

—

M
ar

yl
an

d
↑

↑
↑

↑
—

—
—

—

M
as

sa
ch

us
et

ts
—

↑
—

—
—

↑
—

—

M
ic

hi
ga

n
—

—
—

—
—

—
—

—

M
in

ne
so

ta
—

↓
—

—
↑

—
↑

↑

M
is

si
ss

ip
pi

—
↓

↑
↑

—
—

—
—

M
is

so
ur

i
—

—
—

—
—

—
—

—

M
on

ta
na

↓
—

—
—

—
↓

—
—

N
eb

ra
sk

a
—

—
↓

↓
—

—
—

—

N
ew

 H
am

ps
hi

re
↑

↓
—

—
—

—
—

↑

N
ew

 J
er

se
y

—
—

—
—

—
—

—
—

N
ew

 M
ex

ic
o

—
—

—
—

—
—

—
—

N
ew

 Y
or

k
—

—
—

—
—

—
—

↓

N
or

th
 C

ar
ol

in
a

—
—

—
—

—
↓

—
—

N
or

th
 D

ak
ot

a
↓

↓
↓

—
↓

↓
↓

—

J Sch Health. Author manuscript; available in PMC 2023 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Young et al. Page 16

St
at

e

G
ra

de
s 

6–
8

G
ra

de
s 

9–
12

A
I

IN
F

IC
G

S
A

I
IN

F
IC

G
S

O
hi

o
↓

—
↓

↓
—

—
—

—

O
re

go
n

—
—

—
—

↑
—

—
—

Pe
nn

sy
lv

an
ia

↓
—

↓
↓

—
—

—
—

R
ho

de
 I

sl
an

d
—

↓
—

—
—

—
—

↑

So
ut

h 
C

ar
ol

in
a

—
—

—
—

—
—

—
—

So
ut

h 
D

ak
ot

a
—

—
—

—
—

—
—

—

Te
nn

es
se

e
—

—
—

—
—

—
—

—

U
ta

h
—

—
—

—
—

—
—

—

V
er

m
on

t
—

—
—

↓
—

—
—

↓

V
ir

gi
ni

a
—

—
—

—
—

—
—

—

W
as

hi
ng

to
n

—
—

—
—

—
—

—
—

W
es

t V
ir

gi
ni

a
—

—
—

—
—

—
—

—

W
is

co
ns

in
—

—
—

—
—

—
—

↓

↑,
 s

ig
ni

fi
ca

nt
 li

ne
ar

 in
cr

ea
se

; ↓
, s

ig
ni

fi
ca

nt
 li

ne
ar

 d
ec

re
as

e;
 −

, n
o 

lin
ea

r 
ch

an
ge

.

A
I,

 A
cc

es
si

ng
 v

al
id

 a
nd

 r
el

ia
bl

e 
he

al
th

 in
fo

rm
at

io
n,

 p
ro

du
ct

s,
 a

nd
 s

er
vi

ce
s 

sp
ec

if
ic

 to
 H

IV
/S

T
I 

an
d 

pr
eg

na
nc

y 
pr

ev
en

tio
n;

 I
N

F,
 in

fl
ue

nc
es

 o
f 

fa
m

ily
, p

ee
rs

, m
ed

ia
, t

ec
hn

ol
og

y,
 a

nd
 o

th
er

 f
ac

to
rs

 o
n 

se
xu

al
 r

is
k 

be
ha

vi
or

s;
 I

C
, I

nt
er

pe
rs

on
al

 c
om

m
un

ic
at

io
n 

an
d 

ne
go

tia
tio

n 
sk

ill
s 

el
im

in
at

in
g 

or
 r

ed
uc

in
g 

ri
sk

 f
or

 H
IV

/S
T

Is
 a

nd
 p

re
gn

an
cy

; G
S,

 g
oa

l-
se

tti
ng

 a
nd

 d
ec

is
io

n-
m

ak
in

g 
sk

ill
s 

to
 e

lim
in

at
e 

or
 r

ed
uc

e 
H

IV
/S

T
Is

 a
nd

 p
re

gn
an

cy
.

J Sch Health. Author manuscript; available in PMC 2023 July 01.


	Abstract
	METHODS
	Instrumentation
	Procedure
	Measures
	Data Analysis

	RESULTS
	DISCUSSION
	Limitations
	Conclusions

	IMPLICATIONS FOR SCHOOL HEALTH
	Human Subjects Approval Statement

	References
	Table 1.
	Table 2.
	Table 3.

